Community health centers are uniquely positioned to address disparities in colorectal cancer (CRC) screening as they have addressed other disparities. In 2012, the federal Health Resources and Services Administration, which is the funding agency for the health center program, added a requirement that health centers report CRC screening rates as a standard performance measure. These annually reported, publically available data are a major strategic opportunity to improve screening rates for CRC. The Patient Protection and Affordable Care Act enacted provisions to expand the capacity of the federal health center program. The recent report of the Institute of Medicine on integrating public health and primary care included an entire section devoted to CRC screening as a target for joint work. These developments make this the ideal time to integrate lifesaving CRC screening into the preventive care already offered by health centers. This article offers 5 strategies that address the challenges health centers face in increasing CRC screening rates. The first 2 strategies focus on improving the processes of primary care. The third emphasizes working productively with other medical providers and institutions. The fourth strategy is about aligning leadership. The final strategy is focused on using tools that have been derived from models that work. CA Cancer J Clin 2013;63:221-231.
Introduction
Reducing the incidence and mortality from colorectal cancer (CRC) is a high priority for addressing the toll that all cancers take on the US population. 1 Cancer is the leading cause of death for individuals aged younger than 80 years, and the leading cause of premature mortality. [2] [3] [4] CRC is the nation's third leading cause of mortality from cancer, even though it has been shown to be preventable to a significant degree with timely screening. Screening for CRC reduces its incidence, mortality, and stage at presentation and improves survival. After a decade of progress, momentutm in the direction of widespread CRC screening continued to build in 2011 and was further encouraged by the release of 2 national strategies developed as required by the Patient Protection and Affordable Care Act with broad stakeholder input: the National Prevention Strategy and the National Quality Strategy. Both emphasized the importance of preventive services as essential components of a medical care system that will improve the health of the population as a whole. 5, 6 However, the disparities in cancer incidence and mortality rates experienced by vulnerable populations are also evident in rates of screening for CRC. 7, 8 Community health centers (referred to hereafter as "health centers") are uniquely positioned to address disparities in CRC screening as they have addressed other disparities. 9 To pursue this potential, the National Colorectal Cancer Roundtable (referred to hereafter as the "Roundtable"), a national leadership group founded by the American Cancer Society (ACS) and the Centers for Disease Control and Prevention (CDC), collaborated with health leaders from other federal agencies and from the National Association of Community Health Centers (NACHC) to identify strategies to support CRC screening at safety net clinics, especially federally funded health centers. These strategies are the subject of this report.
The Time Is Right
Nearly 50 years ago, as a centerpiece of the "War on Poverty," the Economic Opportunity Act of 1964 funded the first health centers in 1965 and created a new community-based model of primary care that is governed by a user majority board, is located in medically underserved areas, and provides accessible comprehensive primary care services to all individuals regardless of insurance status. 10 In 2011, these health centers provided primary health care to 20.2 million individuals around the country at 8500 sites operated by 1128 organizations. 11 The centers receive funding from a variety of sources at the national, state, and local level. By law, health centers are located in medically underserved areas (urban and rural) or serve medically underserved populations (eg, the homeless, farm workers, and residents of public housing). 10 Health centers care for sociodemographically diverse populations with particular needs. For example, 24% of the patients were best served in a language other than English, greater than 1 million were homeless, and 62% were members of racial and ethnic minorities. Of the individuals receiving care from health centers, 36% were uninsured, 39% were covered under Medicaid, and 93% were poor (72% had incomes less than 100% of the federal poverty level, and another 21% had incomes that were 101%-200% of the federal poverty level). Only 14% had private insurance; 8% were covered by Medicare. 11 The timing for health centers to embrace CRC screening is right for several reasons. In 2012, the federal Health Resources and Services Administration (HRSA), which is the principal funding agency for the health center program, added a requirement that health centers report CRC screening rates as a standard performance measure through the formal reporting mechanism for health centers known as the Uniform Data System (UDS). These annually reported and publically available data are a major strategic opportunity to improve screening rates for CRC. Although CRC screening rates have improved nationally over the last decade and the incidence of CRC has declined in response, disparities have remained for the uninsured, racial and ethnic minorities, and those who face barriers to care.
Health centers are engaged in a period of transformation to become Patient Centered Medical Homes (referred to hereafter as "medical homes") supported through HRSA, state policy initiatives, and modest federal targeted resources. 12, 13 This includes installing new systems such as electronic medical records (EMRs) to support practice changes. As of 2011, 50% of health centers had fully implemented and 65% had partially implemented EMRs. 14 In addition, the Patient Protection and Affordable Care Act enacted provisions to expand the capacity of the federal health center program. These provisions may become additionally significant for states that fail to take advantage of the Medicaid expansion. Furthermore, the recent report of the Institute of Medicine on integrating public health and primary care specifically endorsed collaboration between HRSA, which supports health centers, and the CDC, which supports CRC screening, and included an entire section devoted to CRC screening as a target for joint work. 15 These developments present an ideal opportunity to integrate lifesaving CRC screening into the preventive care already offered by health centers.
The Unique Role of Health Centers
This article takes the unique aspects of health centers into account and offers 5 strategies (listed below) that address the challenges they face with increasing CRC screening rates. The first 2 strategies focus on improving primary care processes of care. The third emphasizes working productively with other medical providers and institutions. The fourth strategy concerns aligning leadership of health centers and other organizations and agencies that have a role to play. The final strategy is focused on using tools that have been derived from models that work.
1. Design a realistic CRC screening program that will allow each health center to deliver quality CRC screening to its particular population. 2. Apply core concepts from the medical home model to improve operations within health centers. 3. Improve links between health centers and the rest of the health system, including hospitals and specialty providers. 4. Define roles and coordinate strategies and initiatives of the involved national leadership organizations. 5. Identify and apply what is known to improve quality CRC screening delivery using the tools that are available.
Strategy 1: Design a Realistic CRC Screening Program
Several CRC screening modalities are endorsed by national practice guidelines. Two are used most commonly: colonoscopy every 10 years and stool blood testing annually. Flexible sigmoidoscopy performed every 5 years is another effective modality, but is used infrequently in many regions of the country. 16 Although some primary care clinicians perceive colonoscopy as the "gold standard," most experts agree that the best screening test is the one that gets done. Each individual health center must decide which screening approach to implement after taking into account such factors as the capacity of their patient population to gain access to screening with colonoscopy, and their own ability to achieve adherence to recommended screening methods and frequencies, which may be impacted by cultural issues. Each health center should try to match the needs of their population with the realities of delivering the tests available on a programmatic scale. Some programs rely on stool testing for the bulk of patients while reserving colonoscopy for patients at increased risk and those with positive stool tests. It should be recognized that stool testing has been demonstrated to reduce mortality in 3 randomized controlled clinical trials, and that stool testing is included in the screening recommendations of all major medical organizations in the United States. [17] [18] [19] Health centers can use their overall stool test positivity rates (generally 5%-10%) as well as their anticipated population that is eligible for screening (those aged 50-75 years) plus the anticipated population aged older than 40 years that is at increased risk (10%-15%) and should be screened by colonoscopy to gain a rough estimate of the number of colonoscopies that will be needed on a yearly basis. These estimates can be used for planning purposes and to engage local colonoscopy providers. Many health centers face cost and capacity challenges associated with access to colonoscopy for their patients. Some address the challenges through strengthening affiliations with hospitals and specialists or through state or local funding.
There are different types of stool tests. Fecal immunochemical tests (FITs) are simpler, more accurate, and better accepted by patients than older guaiac occult blood test kits. (See the Fecal Occult Blood Test Clinician's Reference Resource described under Strategy 5.) Some FIT tests require only one sample on one day rather than the 3 separate samples over 3 days as required for guaiac-based testing. Some FITs use long plastic brushes, thereby limiting the degree of patient contact with feces. There are a number of options approved by the US Food and Drug Administration; a list (noncomprehensive) is found in Table 1 . 20 The NACHC has a group purchasing program in place for FIT tests for the benefit of health centers.
When possible, the "one and done" approach, in which one normal colonoscopy provides adequate screening for 10 years, is an appealing option, particularly for transient populations such as migrant workers or the homeless. Colonoscopy-based screening programs have been successfully implemented in some areas with significant underserved and low-income or minority populations, including the cities of New York and Albany, Georgia, and the states of New Hampshire and Colorado among others. However, there still remains a role for stool blood testing. A recent study in a health center population found that adherence to screening was markedly lower among those patients who were recommended to obtain screening colonoscopy alone compared with individuals who were offered fecal occult blood testing (FOBT) alone or a choice between colonoscopy and FOBT. 21 Even in settings where screening colonoscopy may be easily available, it is imperative that clinicians identify patients who are averse to invasive procedures or who may be placed at a higher risk from them due to comorbidities; these patients will often respond favorably to a recommendation for stool testing, and clinicians should be prepared to screen and track these patients with stool tests. Clearly, a screening program must be developed at the local level by health center leadership. Building a high-quality screening program requires an investment in system change. Health centers can take the following proven steps to standardize their operations and achieve higher screening rates.
Develop a screening policy. A policy should specify the screening program. If colonoscopy capacity is inadequate, which is true in most locations, a FIT or a guaiac-based stool test for age-and risk-appropriate patients is a practical and evidence-based approach. Colonoscopies must also be available for patients at higher risk or for diagnostic purposes following positive stool screens. 22 Use a protocol. Use a protocol that includes delivering a recommendation for CRC screening to every eligible patient. The effectiveness of clinician recommendations to screen is supported by a very strong evidence base. 23 A quality improvement system should ensure that every eligible patient gets a screening recommendation following a risk assessment and documentation of prior screening that is updated regularly. The protocol should clarify which team member(s) are responsible for these tasks. Someone should provide the patient with instructions and make sure the patient can "teach back," explaining the steps he or she will take to complete the testing process. Cultural, linguistic, and literacy appropriateness must be considered. Use reminders. There is strong evidence demonstrating the value of reminders for both patients and providers. 24 Just as the recommendation to screen may be given in several ways (in person, over the telephone, or through the mail), so can reminders that let patients know that they are due or overdue for screening. Sending a reminder prior to a clinician visit can prompt the patient beforehand and reduce the time needed to make a recommendation. Providers report that it takes only a few minutes to make the recommendation. 25 If a stool test is not returned within 1 month, the patient should be reminded to return it, with a second reminder at 2 months if needed. Track test results and follow-up. Staff should keep track of all referrals and all stool tests. If a stool screen is positive, the patient must be contacted to arrange for a colonoscopy. If the patient is a no-show for colonoscopy and needs rescheduling, making a personal contact with him or her will make a difference. Responsibility for follow-up and rescheduling should be an explicit understanding between the health center and the specialist, and reflected in the health center screening protocol discussed above. Without explicit assignment of this responsibility, the needed colonoscopy may not take place.
Detailed information on these points is available in a guide published by the ACS entitled "How to Increase Colorectal Cancer Screening Rates in Practice: A Primary Care Clinician's Evidence-Based Toolbox and Guide" (nccrt.org/about/provider-education/crc-clinician-guide/). 22 The case of a health center in California illustrates some of these points. The center established an office policy and mapped out a specific process for giving a stool blood test kit to every eligible patient and following up with them to make sure it was returned. The goal was to offer 90% of patients who were due for screening a stool test kit at their clinic appointment unless they were already up to date on screening. The health center:
Established linkages and formal referral relationships with colonoscopy providers. Trained the health center's care teams in the screening guidelines and created standing orders. Assigned responsibility for reviewing medical charts to the nursing staff who offered stool test kits to patients who needed screening. Added coaching for patients on how to complete screening using the stool test kit. Had nurses flag the charts of patients who declined screening so their physicians would discuss CRC screening with them. Tailored patient education printouts to make the screening process easier to understand for low literacy and non-English-speaking patients.
With these changes, they constructed an efficient and effective CRC screening policy and program, and the screening rates improved from 40% to 75% over several years. 26 
Strategy 2: Use the Medical Home Model to Improve Screening Operations and Understand Population Needs
The medical home model of care can strengthen the ability of a health center to reinforce its infrastructure and provide care for its patients. 27, 28 This model was formally developed by 4 primary care medical associations representing pediatricians, family physicians, internists, and osteopaths and has been endorsed the American Medical Association and a large array of medical specialty societies. It is promoted by coalitions representing providers, purchasers, consumers, and payers as well as by foundations, state health departments, and the federal government. The model emphasizes improved access to care that is delivered by a clinical team that relies on systems that are designed to function with continuity and coordination in mind, build patient engagement, and use population management techniques. The foundation for the medical home model is expanded financial support that potentiates improved clinical operations and produces improved quality and cost outcomes. A 2009 Commonwealth Fund survey of health centers characterized responses based on capacities that were consistent with the medical home model. Centers were queried about 5 domains: patient tracking and registry functions, test tracking, referral tracking, enhanced access and communication, and performance reporting and improvement. The survey response rate was 79%, representing 795 health center organizations. Slightly more than one-half of the responding centers had 3 to 4 domains in place, while 29% of sites had all 5 domains in place and 16% had 2 or fewer domains in place. 29 Health centers with advanced information technology met more domains than those that lacked such technology. The survey also found that centers with more medical home characteristics reported fewer difficulties with accessing specialty care and procedures. A number of recognition and/or accreditation programs for health centers and other safety net practices have been developed that are aimed at stimulating change and disseminating functional capacities of a medical home.
A group of funders supported a 5-year initiative at 65 primary care safety net sites in 5 states to transform them into high-performing medical homes. 30 The Various standards for recognition as a medical home have been disseminated by the National Committee for Quality Assurance (NCQA) and other groups. 31, 32 Specific criteria for NCQA and the Safety Net Medical Home Initiative are listed in Table 2 with similar capacities shown on the same line in the table. Since one model has more elements, they do not line up exactly; they are consistent with but not identical to the categories used in the Commonwealth Fund survey. Certain capacities of the medical home are especially relevant to cancer screening and preventive services. These capacities are discussed below. 33 
Medical Home Capacity: Enhance Access and Continuity
By definition, health centers provide universal access to medical care regardless of whether patients have insurance, but enhancing access can also mean increasing the ability of patients to be seen by a provider when they need to, or ensuring reasonable wait lists for CRC screening. Access can be improved through a variety of approaches, including open-access scheduling, after-hours care, weekend care, and 24-7 coverage. Cultural competence is also a part of access. For example, one health center in Washington State is seeking to improve patient understanding and completion of CRC screening by providing written instructions on the use of stool blood tests in 22 languages. 34 
Medical Home Capacity: Identify and Manage Populations
Age, gender, and risk status define medical needs, especially for cancer screening. It is known from population health sources such as the National Health Interview Survey that screening rates for CRC vary by other demographic characteristics such as insurance coverage, education, ethnicity, length of time since immigration to the United States, and language/culture.
3 A health center should be able to use data to identify the demographic, personal, and family history characteristics of its enrolled population so that steps may be taken to manage the population through targeted outreach and tailored approaches to screening.
Registries
Registries functions are a central feature of medical home models that help primary care clinicians and practices manage their patient populations and achieve population-based objectives. They are well established tools for chronic disease management and are also important for tracking cancer screening and immunizations. 24 Primary care clinicians and their clinical teams are better supported in their efforts to manage care of their patients if they know exactly who their patients are. This is also referred to as "empanelment," and registries can enable this capacity. A registry can help maximize a health center's screening rates by supporting systematic targeted outreach if it includes: Age Risk, such as a personal or family history Ethnic or racial group Screening data that are updated regularly (perhaps automatically) Data that are easily retrievable Alerts or reminder functions Ideally, a practice can use a patient registry function to identify all those patients who are due for screening. These data can used for systematic targeted outreach by telephone, letter, etc, and can also support opportunistic efforts to get patients screened when they arrive for other reasons.
Unless the patients' activities of daily living are quite restricted, they live with cognitive impairment, or their prognosis is poor, individuals with chronic diseases merit preventive services. While concerns such as limited life expectancy, limitations in the activities of daily living, cognitive impairment, and risk of an invasive procedure such as Between 2008 and 2009, in a randomized clinical trial associated with 4 health centers and 2 hospital-based clinics in a practice-based research network in Boston, Massachusetts, researchers identified 465 patients who were not screened for CRC in a multicultural, multilingual environment. 39 They randomly assigned these patients to navigation for up to 6 hours as needed versus usual care. Patients in the intervention arm were sent a letter from their primary clinician and a brochure in their native language followed by telephone contact by a navigator that was also conducted in a concordant language. Navigators reached 181 of 235 patients in the intervention group (77%). The screening rate in the navigator group was 39.8% versus 18.6% in the usual-care group (P < .001). Other trials of navigation also have demonstrated positive results. [40] [41] [42] [43] [44] Credentials and training for navigators vary across the country and include trained patients, social workers, case managers, nurses, and lay/community health workers. Most programs use either nurses or community health workers. 45 Considerable emphasis is placed on matching the linguistic and cultural capacities with the population served. There are publications that address the type of training that is required for a navigator, and at least one institution has developed a training manual. 46 
Medical Home Capacity: Plan and Manage Care
Planned care applies to preventive services as well as chronic conditions. Clinical teams should adopt evidence-based guidelines as the basis for their practice policy for cancer screening. Guideline algorithms may be found in a number of sources, including the original "How to Increase Colorectal Cancer Screening Rates in Practice: A Primary Care Clinician's Evidence-Based Toolbox and Guide" published by the ACS and mentioned above as well as one that evolved from the original that was specifically developed for health centers. 22, 47 A screening policy based on guidelines and local resources will shape the answers to key questions such as: Who are we trying to reach? What tests are available for our patients? This policy can be supported by clinic-wide systems (teams, processes) and measured by clinic-wide rates. A system reliant on team care is key to success because it has the potential to circumvent the clinician's concern about the multiple competing demands of practice as well as the perceived paradox between providing systematic chronic disease care and preventive services. Screening algorithms have another advantage, allowing support staff to maximize opportunities to reach patients through the use of standing orders without requiring sign-off from the clinician at the time of service. Collection of a thorough family history must be a part of every algorithm to establish accurate risk status that provides guidance regarding the age at which to initiate screening and the proper procedure (colonoscopy for at-risk patients or genetic counseling for high-risk patients). 48 
Medical Home Capacity: Track and Coordinate Care
The practice should track and follow up test results and referrals. The literature reveals that the follow-up of CRC screening is often suboptimal. 49 All published screening guidelines recommend that patients with positive stool blood tests receive follow-up colonoscopy, but many patients are instead offered inadequate tests (repeat FOBT or flexible sigmoidoscopy) and others receive no follow-up testing. 50 The practice should notify patients of all normal test results and follow up with patients for all abnormal test results. 51, 52 Stool test distribution should be recorded so that reminders can follow if stool test samples do not arrive within a specified period (ie, 3 weeks-4 weeks). A simple telephone or mailed reminder to patients who do not return their stool tests within this initial window has been shown to substantially improve return rates. 23, 53 Tracking of referrals also improves appointment adherence and follow-up of abnormal findings and requires coordination with other parts of the health care system, including laboratories, diagnostic imaging services, and specialists. To facilitate coordination, the health care team must be accountable for completing the communication loop based on customized agreements with specialists who clarify and specify the responsibilities of the health center and of the specialty office. 54 This should be revisited periodically to ensure it is working satisfactorily. The development of these relationships is discussed below under the third strategy. Although electronic test ordering and result reporting can automatically populate an EMR or cancer screening registry, relying on this approach may not be sufficient to capture tests that were performed in previous years or were performed at a facility that does not use the same EMR. Colonoscopy tracking is particularly challenging since this test is required only once each decade if results are normal. A patient may have undergone this test in the past, ordered by a different clinician, performed at a different facility, and covered by a different insurer. In most communities, until health information exchanges are available to store such information and make it available to multiple providers, the patient will remain the most reliable source of information regarding whether they have had an endoscopic screen in the past, when and where it was performed, and what was found.
While an in-depth discussion of the user-friendly electronic infrastructure that should be developed to meet the needs of health centers is outside the scope of this article, all screening results should be entered into EMRs in searchable fields that include:
The test(s) The date that it was performed The results Follow-up recommendation(s) Dates on which follow-up was attempted and completed
Medical Home Capacity: Provide Self-Care and Community Resources
Tools for patient education about CRC, the choice of screening procedures, or instructions about how to proceed all require communication that is easily understood by the patient. Competency with language, culture, and literacy level will affect the success of a screening program. Some clinicians may feel hesitant when a patient expresses strong resistance to screening. However, many others have experienced changes in patient attitudes as the result of improved awareness and education, the provision of screening options, and persistent but caring prodding by the primary care provider. 21 Patient handouts may be found in the "How to Increase Colorectal Cancer Screening Rates in Practice: A Primary Care Clinician's Evidence-Based Toolbox and Guide" mentioned above, in addition to the Web site of the ACS or the Roundtable. Health centers can approach their referral network for colonoscopy and other associated medical needs such as community resources. Making use of these resources is the subject of the next Strategy.
Medical Home Capacity: Measure and Improve Performance
Quality improvement strategies are well known to health centers and have been practiced as part of the requirements of the national funding agencies for many years. Measurement, process improvement, and remeasurement alongside continuing medical education for clinical staff have characterized health center practice. UDS information is collected and reported by the Bureau of Primary Health Care/HRSA, which makes quality data public and holds health centers accountable for the targeting of priority areas for improvement. As mentioned above, the UDS was expanded to include a new CRC measure in 2012. There are many examples of progress with CRC screening that follow traditional principles of continuous quality improvement. 55 The gains that are possible from these quality improvement techniques have been embedded in the medical home model, which is part of what gives the model its strength.
Strategy 3: Improve Links Between Health Centers and the Health System
The combination of low enrollment in health centers by privately insured individuals, low Medicaid reimbursement rates, and a large contingent of uninsured patients results in significant access barriers to specialty care for health center patients. This problem was documented by the Commonwealth Fund survey of health centers where difficulties were reported for obtaining specialty care for Medicaid/uninsured patients, but less so for privately insured/Medicare patients. This survey also found that affiliation or connectivity with hospitals was associated with greater access to specialty care. 29 This finding underscores the importance of creating a medical neighborhood in addition to a medical home (ie, connections to institutions on the ground in the vicinities in which health centers operate). Several organizations have the potential to assist with forging affiliations, including state primary care associations, health center-controlled networks and health plans, state cancer consortia, state and local health departments, academic medical centers, and the CDC. A number of factors can be used as negotiation points when approaching local hospitals to interest them in collaborating: 1) strengthened partnerships among hospitals and health centers contribute to documenting a hospital's community benefit contribution for tax exempt status, and CRC screening is one option for demonstrating community benefit; 2) many regional hospitals with cancer treatment programs are certified by the Commission on Cancer; certification requirements include community outreach for cancer screening and navigation for patients requiring treatment; and 3) a lowcost or free colonoscopy costs far less than care for a patient with metastatic cancer, which will be uncompensated care.
Relationships With Colonoscopy Providers
Implementing an effective CRC screening program requires commitment from other individuals and institutions, including local area hospitals, surgery centers, specialists, and laboratories. There is a virtual assembly line of providers needed, including gastroenterologists or general surgeons, anesthesiologists, pathologists when a biopsy is included, oncologists and surgeons when cancer is discovered, and surgeons for complications of colonoscopy; an CA CANCER J CLIN 2013;63:221-231 VOLUME 63 _ NUMBER 4 _ JULY/AUGUST 2013 endoscopy suite is needed as well. Developing relationships with these collaborators may require the help of neutral parties, such as state cancer coalitions, primary care associations, or health departments. Professional organizations of gastroenterologists or endoscopists may be supportive and helpful as well because of their interest in the prevention and early detection of CRC. Federal agencies such as the CDC and their state and local health department partners, which are supporting CRC screening programs for lowincome individuals in 25 states and 4 tribes/tribal organizations, can also be helpful. Some areas of the country are successfully confronting these challenges. The CDC-funded program in New Hampshire had strategic leadership from gastroenterologists and serves as a model for health centers that wish to establish working relationships with colonoscopy providers. (The CDC cancer screening programs are described in the next section.) Their approach is that the leadership and a clinical champion within the health center galvanize support for CRC screening and establish an internal screening policy that the clinical team is able to implement. The health center measures a baseline screening rate. Support is then sought from the local gastroenterology community, including peer-to-peer conversations from one gastroenterologist to another emphasizing the importance of the mission of screening the unscreened with the intent of driving down the incidence of CRC. 56 This has created willingness by colonoscopy providers to work with health centers and provide services that were previously unavailable.
In centers that use stool blood testing as their primary screening approach, the number of diagnostic colonoscopies that may be needed can be estimated based on the number and ages of the uninsured population and the expected rate of positive stool tests. Using these data, it may be possible to recruit a number of colonoscopy providers who are each willing to share a piece of the workload and commit to delivering a finite number of procedures for low or no reimbursement. This calculation invariably results in a request for a much smaller number of colonoscopies than is anticipated by the specialist, and alleviates unfounded concerns over committing to provide a high volume of uncompensated care. This approach has been successful in Albany, Georgia, where the Cancer Coalition of South Georgia has had success in increasing regional screening rates using the "direct access colonoscopy" approach and working with local specialists. The Coalition was able to negotiate with local gastroenterologists to include one uninsured patient per week as long as the health center did preendoscopy clearance and navigated for the patients to ensure adherence. In addition to uninsured patients, the health centers also sent patients with Medicare, Medicaid, and commercial insurance for screening. The patient navigation system reduced no-shows and contributed to the success of long-term relationships with gastroenterologists. 57 Once relationships are established, communication and shared responsibility are needed to ensure that the primary care and specialty providers contribute to patient follow-up care. The Roundtable issued a publication to provide guidance on the roles and responsibilities of primary care clinicians in ensuring high-quality colonoscopy services. 58 
CDC Cancer Programs
The National Breast and Cervical Cancer Early Detection Program administered by the CDC dates from the early 1990s and offers important lessons. 59, 60 The program, which provides screening and diagnostic services to underinsured and uninsured women, has worked closely with health centers as they both serve a similar population. The program has provided a mechanism to connect clients served by the health center with specialty services within the broader health system, ie, mammography and colposcopy. This program may take significant credit for data that show that screening rates for cervical and breast cancer for the uninsured and Medicaid populations are comparable to or better than nation-wide rates.
A similar program, the National Colorectal Cancer Control Program, was initiated for CRC screening in 2009; the program is smaller in scale and available in only 25 states and 4 tribes/tribal organizations. Many collaborative relationships have formed as a result of this program, which has been building on the program infrastructure constructed by the National Breast and Cervical Cancer Early Detection Program to connect underinsured and uninsured men and women served by health centers to specialty services such as colonoscopy. The cancer coalitions established by the CDC in nearly every state has been an asset; they have brought a range of medical and health care institutions plus public health and community organizations together to develop state-wide plans for addressing the burden of cancer. Many plans include CRC screening as a priority.
Strategy 4: Define and Coordinate Leadership of National Organizations
Significant national infrastructure has been developed over the last 10 years that can support efforts to increase screening rates for CRC. The CDC and the ACS together founded the National Colorectal Cancer Roundtable over a decade ago with the primary goal of reducing the incidence and mortality of CRC through coordinated leadership, strategic planning, and advocacy. The Roundtable has facilitated collaboration between stakeholders and thought leaders, including primary care and specialty medical practitioners, academics, the nonprofit sector, the private for-profit sector, and federal agencies including HRSA and the National Cancer Institute. There is currently a task group within the Roundtable that focuses on health centers. Other strategic partnerships have been or could be established with national associations of gastroenterologists and other endoscopists, Commission on Cancer-accredited facilities, state cancer consortia, and other national authorities.
Institute of Medicine Report: Primary Care and Public Health
Access to specialty care and the continuum of service depend on interaction with the larger health system. For CRC screening programs, colonoscopy must be available for every patient who is at increased risk or tests positive on a stool test kit or a flexible sigmoidoscopy; however, the means to gain access to colonoscopy are not clear. This issue is explored by the recent report of the Institute of Medicine. 15 CRC screening is presented as one of 3 health challenges that may benefit from joint efforts of the public health and primary care systems and their representative agencies and organizations. The report presents a framework and principles for the integration of primary care and public health and envisions how this might work in the case of CRC screening. The first Institute of Medicine principle is a joint goal. A higher CRC screening rate has already become a joint goal for public health and primary care. Healthy People 2020 is the nation's public health plan for the decade; its objectives include higher screening rates. The CDC goal for states is an 80% screening rate. The primary care community embraces higher screening rates, as evidenced by the widespread continuing medical education and maintenance of certification opportunities on the subject offered by the major primary care societies. 61 In addition, the NCQA has required health plans to report CRC screening rates of their beneficiaries for nearly a decade as a component of their Healthcare Effectiveness Data and Information Set (HEDIS). The Roundtable's task group on health centers provides a forum for collaboration among the CDC, ACS, HRSA, NACHC, and a host of other entities involved in health center policy and practice. This satisfies another Institute of Medicine principle, "aligned leadership that bridges disciplines, programs, and jurisdictions to reduce fragmentation and foster continuity."
Collaboratives
Health centers have engaged in initiatives in the past that used joint goals and aligned leadership to address a variety of health conditions in an effort that relied on improvement collaboratives to implement leading-edge EMR technology with better patient flow and team care to improve clinical outcomes. Improvement collaboratives have been launched in various settings across the country to address health delivery challenges. [62] [63] [64] From 2005 through 2007, a project focused on cancer screening was implemented by a group of researchers in Connecticut. They selected health center grantees to redesign the care processes within their sites. They were tasked with using the entire health care team and employing standing orders to make it possible for other team members to take action. They also created "local communities of practice" outside the walls of the health centers through Webinars and inperson meetings that linked together hospitals, health departments, and specialty consultants and "regional communities of practice" to facilitate changes at the state or regional level. As a result of these activities, breast cancer screening increased from 23% to 39%, cervical cancer screening increased from 25% to 37%, and CRC screening increased from 9% to 21%. Process measures such as self-management goals, the communication of results to patients on a timely basis, and the follow-up of abnormal tests all improved. The project was judged to be effective and reproducible.
Strategy 5: Identify and Apply What Is Known
A number of evidence-based interventions have been demonstrated to improve CRC screening rates. Many of these interventions and supporting tools for clinicians have been collected in "How to Increase Colorectal Cancer Screening Rates in Practice: A Primary Care Clinician's EvidenceBased Toolbox and Guide," published by the ACS. 22 Several versions are available, including one that has been modified to meet the needs of health center clinicians and patients (ncspeed.org/sites/default/files/CRC_Toolkit.pdf). 47 The Guide to Community Preventive Services (The Community Guide) from the Community Preventive Services Task Force of the CDC is an evidence-based site that addresses many preventable conditions (thecommunityguide.org).
Other tools are available as well for health centers that are initiating efforts to improve screening rates.
FOBT Clinician's Reference Resource. This 2-page resource published by the Roundtable is designed to introduce (or reintroduce) clinicians to the value of stool blood testing. It makes physicians aware of the differences between a guaiac FOBT and a FIT, explains why different types of FOBTs are superior, and outlines some of what needs to be part of a stool blood testing screening program if it is to be done in a quality way. Efforts currently are underway to develop clear guidance on implementing high-quality stool blood testing programs. The Roundtable offers a slide set that can walk providers through the key issues to keep in mind when implementing a quality testing program (nccrt.org/about/provider-education). 65 A type of FIT testing that has raised screening rates in some health centers in California is the FLU-FIT Program, in which FIT kits are distributed during annual influenza vaccination campaigns. 66 Descriptions are found at the Web site (flufit.org). The CDC's Screen for Life: National Colorectal Cancer Action Campaign provides educational materials for men and women aged older than 50 years about the importance of CRC screening. The Web site offers downloadable pamphlets, usable educational text, and video recordings in English and Spanish that feature celebrity testimonials and individual stories (cdc.gov/ cancer/colorectal/sfl). 67 The Prevent Cancer Foundation also offers public education materials (preventcancer.org/ prevention/preventable-cancers/colorectal-cancer/). The ACS has CRC tools and resources for clinicians and patients. Education and awareness tools including videos, PowerPoint presentations, examination room posters, and brochures can be viewed, downloaded, or ordered at no cost (cancer.org/colonmd).
68
A published article commissioned by the Roundtable is now available that helps frame the needs and opportunities with respect to integrating cancer screening into the medical home. 33 Roundtable reports on colonoscopy quality and the responsibilities of primary care clinicians in assuring high-quality colonoscopy services for their patients also are available. 69 
Summary
Given health reform developments at the state and national levels, including annual CRC performance metrics reporting for health centers, and a strong clinical and public health evidence base, opportunities are emerging to enhance CRC screening rates and reduce health disparities in underserved populations. This article presents strategies that will help health centers address challenges in increasing CRC screening rates. These strategies include: 1) designing a program that will support the delivery of high-quality CRC screening to all age-and risk-eligible health center patients; 2) using the medical home model to make better use of staff throughout the screening process; 3) improving links between health centers and their local health facilities and providers; 4) defining roles for and coordinating the leadership of national organizations to achieve screening goals; and 5) using widely available, evidence-based interventions and tools to improve quality CRC screening delivery. These strategies attempt to address the needs of local health centers while outlining the role that national organizations can play so that this opportunity reaches its full potential.
